Numerous, ill-defined, subcutaneous tumour nodules, each about 1 cm. in diameter, were present, particularly on the front of the trunk.
There was no necropsy.
Microscopic Examination.
The primary rectal growth was a Grade 2 adenocarcinoma which had infiltrated through the bowel wall. The nearest lymph nodes were involved.
The skin tumour (Fig. 3) Pathological Findings.
The tumour in the right breast was a predominantly intraduct adenocarcinoma, -with widespread scirrhous infiltration of the breast stroma (Fig. 5) (Fig. 6) . The carcinoma extended widely into the adjacent " dermis " of the teratoma, and into the tissues of the intracystic projection. Three possibilities require to be considered in interpreting ihe findings in this case: (1) A single primary carcinoma, arising in the bronchus, retaining its anaplastic characteristics in all the metastases except that in the colon, and in the latter situation differentiating to form an adenocarcinoma which in structure exactly mimicked a characteristic colonic cancer; (2) a single primary carcinoma, arising in the colon, undergoing anaplasia, and in its metastases perfectly reproducing the typical anatomical and histological appearances of a primary bronchial carcinoma; (3) two primary carcinomata, one originating in the bronchus and giving rise to the metastases, and the other developing in the colon at the site where a metastases from the bro-nchial tumour was also found. The third hypothesis seems to us to be the only one tenable.
If the coexistence of two primary neoplasms is accepted, the significance of the presence of a metastatic deposit from the primary bronchial carcinoma. at the site of the primary colonic carcinoma requires to be considered. This association may have been fortuitous, or the presence of the colonic neoplasrn may have predisposed to the establishment there of the metastasis, or the development of the latter may have inducea cancerous change in the adjacent mucosa ; it seems to be impossible to say which suggestion is correct. The induction, by some effect of the existing neoplasm, of sarcomatous change in the stroma of carcinomata has at times been postulated in explanation of the genesis of so-called careinosarcomata: in view of the considerable doubt as to the origin of the sarcoma-like component of these tumours, such a hypothesis has httle practical value. The induction of one carcinoma by another was postulated by DuboisFerri'ere (1939) , who suggested that hepatic metastases in his case of islet-cell pancreatic carcinoma had induced local development of bile-duct carcinomata. He was not able to exclude the possibihty that the adenocarcinomatous areas in the liver were metastases with an unusually well-developed tubular structure, such as is sometimes seen in islet-cell neoplasms. Seecof (1924) Seecof's (1924) paper show that the cytology was quite unlike that of the usual types of bronchial neoplasm. There was also. a large, well-differentiated rectal adenocarcinoma, which had invaded the neighbouring tissues; metastases in the left lung were histologicaRy identical with this rectal tumour. Seecof (1924) considered that the tumour in the rectum and that in the right lung were independent primary neoplasms, the former giving rise to the adenocarcinomatous metastases in the left lung, and the latter to the undifferentiated metastases, including the large mass in the pelvis which had invaded the primary rectal carcinoma. Willis (1934) comments that Seecof's (1924) 
